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The management of ipsilateral femoral neck and
shaft fractures present a challenging surgical pro-
blem. Neck fractures occur in approximately 6—9%
of all femoral shaft fractures3 and there is no clear
consensus regarding the management of this frac-
ture pattern. We present two such cases, referred to
our unit having been treated initially with a spiral
blade plate and intramedullary nail.Case report
Case 1
A 34-year-old lady sustained an ipsilateral closed
femoral neck and communited shaft fracture follow-
ing a motorcycle accident (Fig. 1). She underwent
open intramedullary and spiral blade plate fixation.
She presented to our unit 1 year following initial
treatment with atrophic non-union of both fractures
(Fig. 2) and limb shortening of 4 cm in the femur.* Correspondence to: 39 Church Drive, North Harrow, Middx HA2
7NR, United Kingdom. Tel.: +44 7813 211 395/208 429 2932.
E-mail address: amitamin@doctors.org.uk (A. Amin).
1572-3461 # 2006 Elsevier Ltd.
doi:10.1016/j.injury.2006.07.053
Open access under the Elsevier OA liceTherewas no fracture site tenderness or instability of
the knee or ankle. We removed the nail and blade
plate, followed by a Smith—Peterson approach to the
hip and compression screw fixation of the neck frac-
ture with bone grafting. We plated and bone grafted
the shaft fracture (Fig. 3). Following rehabilitation
through physiotherapy and hydrotherapy, she pro-
gressed to full weight-bearing 6 months later. She
has subsequently undergone a leg-lengthening pro-
cedure using the Ilizarov fixator, with removal of the
metalwork. She has a full range of motion of her hip
joint,with leg length discrepancy of less than 0.5 cm.
Case 2
A 40-year-old man sustained the same injury follow-
ing a motorcycle accident. He also underwent intra-
medullary nailing and spiral blade plate fixation.
Five months following surgery he underwent bone
grafting of the femoral shaft fracture owing to
delayed union. He presented to our unit 14 months
following the initial injury with varus non-union of
the neck fracture (Fig. 4) and non-union of the shaft
fracture. He underwent a similar procedure, with
removal of the metalwork and bone grafting and
insertion of three 6 mm lag screws into the neck
fracture (Fig. 5) and dynamic compression platingnse.
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Figure 1 Anterior—posterior view, demonstrating ipsi-
lateral femoral neck and shaft fracture.
Figure 2 Failing spiral blade and non-union of both
fractures.with bone grafting of the shaft fracture. Following a
similar rehabilitation program, he currently mobi-
lises without aids. The femoral shaft fracture was
slow to heal and he subsequently underwent
femoral Ilizarov treatment.Discussion
Whilst a recognised treatment for subtrochanteric
fractures of differing aetiologies, biomechanically
the spiral blade and intramedullary nail has disad-
vantages when used in the treatment of ipsilateral
femoral neck and shaft fractures. The spiral blade
does not allow adequate stabilisationwith compres-
sion of the important neck fracture. Our two cases
highlight the problems that can occur with this
construct and the complexity of the revision treat-
ment. This is of great concern in that patients
suffering this high-energy trauma are often young.
Controversy surrounds the optimum treatment
and a number of protocols have been described withvarying successes. Options include: (a) antegrade
femoral nailing with anterior or posterior screw
fixation of the neck; (b) reconstruction intramedul-
lary nailing with interlocking screws through the
proximal nail segment into femoral head, with or
without addition lag screws; (c) plate combinations
(including, hip screw and long side plate, hip screw
and short side plate for neck and separate plate for
shaft, or screw fixation of neck and plate for the
shaft).
A recent review analysed the existing literature
with regards to the use of a single implant or two
separate implants in the treatment of this fracture
configuration. The findings weakly suggested that
separate neck and shaft implants may reduce the
number of reoperations, but prospective cohorts
and randomised trials were required.2 If an intra-
medullary nail was employed, strong evidence
existed for the use of a reamed technique reducing
the risk of non-union by 76%.2
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Figure 3 Compression screw fixation and bone grafting
of femoral neck non-union and AO plating with bone
grafting of the shaft fracture.
Figure 4 Non-union of neck fracture. Note entry point
for nail coincides with superior aspect of femoral neck
non-union.
Figure 5 Femoral neck union with compression screw
fixation.Priority in the management of these fractures is
the efficient reduction and fixation of the neck
fracture, given the potentially devastating compli-
cations of this fracture in the young patient. It is for
this reason that some authors argue against the use
of an intramedullary nail. Critically, the entry point
for the guide-wire can be very close to the superior
femoral neck fracture line, as demonstrated by case
2 in this series. Prior fixation of the femoral neck
with screws, followed by an intramedullary nail has
been suggested and theoretically addresses the
important neck fracture first, but may be techni-
cally demanding risking disrupting the all important
initial femoral neck reduction.Watson et al. reported on 13 patients with healing
complications following initial treatment and noted
that 6 out of 8 patients with femoral neck
non-unions were initially treated with a second-
generation reconstruction-type intramedullary
nail.5 However, Alho in his meta-analysis of 659
cases stated that the efficient treatment of the
shaft fracture was the important determining factor
in outcome for these patients, given that the rate of
healing of the hip fracture was over 99%.1 There is
also strong evidence in the literature advocating the
use of the Russell—Taylor reconstruction nail with
minimal complications.3,4
The controversies in the management of this
fracture are likely to remain unresolved. We would
like to highlight however the complications that can
result from using a biomechanically inappropriate
implant and stress the importance of early accurate
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fracture in this predominantly young group of
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